After removal of the globe (about 7 ml) and associated soft-tissue loss (1-2 ml), there remains only about two-thirds of the original (27 ml) softtissue volume of the orbit. Together with fat atrophy secondary to the enucleation or to previous surgery or radiotherapy, the relative volume loss may be considerably more. Implantation of a large sclera covered acrylic ball' or an autogenous dermis-fat graft" replaces, at best, only 3-5 ml ofthis volume deficit. The orbit with a phthisical eye and fat atrophy has a soft-tissue volume similar to that of the anophthalmic socket with ball implant; throughout the rest of this paper the two will be considered as equivalent.
Whether the patient is anophthalmic or whether a residual globe is present (as phthisis), the volume deficient orbit has characteristic clinical features which may be considered to arise from one ofthree principal mechanisms, namely: (i) from inadequate tissue volume; (ii) from impaired orbital tissue movement; and (iii) secondary to previous treatments.
Koorfields Eye (Fig 1, 2a) . The upper lid sulcus, normally filled out by the pressure of orbital fat, becomes hollowed from the effect of gravity on the inadequate residual orbital tissues. This effect of gravity is often exacerbated by an oversized prosthesis.
Owing to a foreshortening of the rectus muscles and the levator palpebrae complex recession ofa sclera covered ball or phthisical eye into a volume deficient socket might be expected to reduce the mechanical efficiency of these muscles (Fig 2a) , such loss of mechanical efficiency being manifest as poor mobility of the orbital contents and the prosthesis and as poor levator function (Figs la, b) . Poor movement of the upper lid and the artificial eye promotes deposition and drying ofmucus on the prosthesis. This frequently causes discomfort and discharge from the socket (Fig 3) .
Correction of volume deficiency by the use of an over-large prosthesis causes several problems. A large artificial eye typically has poor stability and poor mobility. Such poor mobility, together with the large surface area of a big prosthesis, may contribute to the development of giant papillary conjunctivitis and chronic discharge ( Figure 3 ). Lower lid laxity, due to the weight of a large prosthesis, may predispose to a spontaneous subluxation of the artificial eye. Furthermore, a large prosthesis may prevent adequate lid closure and cause entropion or lash ptosis (Fig 2a, 3) .
We consider the appropriate sequence for treatment of the volume deficient orbit to be a restoration of adequate lining and enhancement of the volume of intraperiorbital contents (by dermis-fat graft or sclera covered acrylic ball), followed by an implantation of materials into the extraperiorbital space. 10 In those patients of the present series who received implants under general anaesthesia through a subciliary approach a block of Silastic approximately 25x20x8 mm (Fig 4) was placed subperiosteally on the orbital floor and in most cases fixed with wire or nylon. The periosteal incision was then sutured thoroughly and the deep tissues and skin closed.
Inferolateral cantholysis is easy and provides adequate access to, but a poor view of, the orbital floor. This access is through a periosteal incision along the inferolateral rim of the orbit ( Figure   5a ). With a blunt dissector the periosteum was separated over the inferolateral part of the orbit and over the orbital floor. Although care was taken to avoid elevating periosteum along the anterior part of the orbital floor (Fig Sb) , in later cases a wider band of intact periosteum was left. The silicone block, halved along its length, was then placed on the orbital floor in the correct orientation (Fig 6a) and the periosteum closed. A new lateral canthal tendon for the lower lid was fashioned from tarsal plate, this being affixed to a double ended suture attached to periorbita as far posterosuperiorly as could be reached inside the orbital rim (Fig 6b) . The There were only minor differences between the patients having inferolateral cantholysis and those having a subciliary approach to implantation (Table I ). The proportion of eyes enucleated for trauma was higher in the subciliary group, a result to be expected because of preoperative selection. The interval between the most recent surgery, namely intraperiorbital implantation of dermis-fat or acrylic, was significantly (p<0O05) shorter for the patients having a subciliary approach. Although the range of follow-up after extraperiorbital implantation was similar for the two surgical techniques, the mean values were significantly (p<00l) different. This reflected the recently greater proportion in whom implantation was performed through an inferolateral cantholysis.
The presenting symptoms of the 70 patients are given in Table II .
Results
With both approaches to implantation of Silastic there was a significant reduction of 'enophthalmos' (cantholysis, p.O 001; subciliary, p <0 01) and ofthe depth ofthe upper lid (p<O001 and p<OOl) and lower lid sulci (p<O001 and p<O05); the number of patients with each scoring is given in Table III .
Changes in the mobility ofthe orbital contents or the prosthesis were not significant with either surgical technique. Similarly, the depth of the fornices was unchanged and the stability of the prosthesis was unaffected by surgery (Table III) . However, there was a significant improvement of lower lid laxity with the inferolateral cantholysis approach (scores 0 and 1 versus scores 2 and 3: x2=5-47, p<<O05).
Although the mean palpebral apertures were similar on the affected and the unaffected side, both preoperatively and postoperatively, the range of values was somewhat greater on the affected side (Table IV) . The latter reflected the variation, from ptosis to lid retraction, seen with volume deficient orbits. In comparison with normal eyes, however, preoperative levator Palpebral aperture (mm): Preoperative 9 4,0 9 9-4,2-0 9-1, 1-1 7-9,1-7
(36)
Postoperative 9-6,1-3 8-9,1-9 9-3, 0-8
(32)
Levator function (mm): Preoperative advantage that the intraperiorbital contents are not disrupted at operation, thereby reducing further orbital fat atrophy. The direct view of the orbital floor with the subciliary, McCord and Moses, or nasojugal approaches makes them the exposures ofchoice where there has been previous injury to the orbital floor.
The female preponderance in the present series (Table I) probably reflects a greater awareness of the cosmetic deformity of the volume deficient orbit among this sex; in all patients, however, the poor cosmesis was symptomatic (Table II) . Orbital floor implantation appears to be well tolerated in adults at all ages and at a large range of times after previous surgery (Table I) .
Extraperiorbital implantation of Silastic block produced a significant improvement in the cosmetic deformity due to lack of orbital contents; that is, in the 'enophthalmos' and the sunken upper and lower lid sulci (Figs 7a, b ; Table III) .
Although orbital floor implantation should enhance the mechanical efficiency of the rectus muscles and levator complex, by shifting the intraperiorbital contents anterosuperiorly and by allowing a smaller prosthesis to be fitted (Fig  2b) , the present results show this not to be so (Table IV) . In most cases the motility of the orbital contents and the prosthesis remained unchanged, and 17/70 patients (24%) required further surgery to correct the position of the upper lid.
Laxity of the lower lid was corrected in many cases where inferolateral cantholysis was used (Table III) . However, in some of the earlier cases where either a soluble (4/0 polyglycolate) or an elastic (4/0 nylon) suture was used to reattach the canthal tendon, the lower lid subsequently became lax and required further reattachment. More recently 5/0 braided polyester has been used to refix the canthal tendon, and recurrent laxity of the lower lid is most unusual. Although the stability of the artificial eye appears to not be affected significantly by orbital floor implantation of Silastic (Table III) , eight patients had a Silastic former for the lower fornix sutured to the periosteum at the time of surgery and three had lower fornix reformation as a secondary procedure (Table V) . To allow a fitting ofa stable prosthesis, seven implants that had migrated anteriorly after implantation through a cantholysis required debulking (six) or removal (one). We consider that the preservation, during the cantholysis approach to implantation, of a broader band of unstripped anterior periosteum (Fig Sb) has contributed to a reduced incidence of anterior migration of the Silastic blocks. For at least four weeks after surgery patients who have had cantholysis are advised to avoid using their old prosthesis, which is frequently too large. This veto reduces tension on the newly reconstructed lateral canthal fixation. During this period an acrylic former is kept in the socket. In accordance with the speed of resolution of postoperative swelling and bruising patients are then either fitted for a definitive artificial eye or their old prosthesis is reshaped and polished as a temporary measure.
Early postoperative complications were few. Transient postoperative infraorbital nerve hypoaesthesia was recorded in 15 cases, this probably being an underestimate of the true incidence of this complication. Swelling and bruising was considerable in some cases and were associated with moderate pain. However, in most cases postoperative pain was mild; only about one-half of all patients used simple analgesics and only about 15% required a single dose of opiate analgesia during the first two days after surgery.
An intravenous loading dose of a broad spectrum antibiotic was given to all patients at the time of surgery and an oral course continued postoperatively for seven to 10 days. One patient did not receive antibiotics; he developed a subperiosteal abscess and orbital cellulitis, this necessitating removal ofthe implant and drainage of the abscess. Another patient developed an extraperiorbital abscess six weeks after orbital floor implantation through a subciliary approach. It is possible, however, that previous orbital floor fracture in this patient predisposed to infection spreading from the maxillary antrum.
In addition to the two implants removed for infection and the one removed for anterior migration another patient insisted on removal for chronic late postoperative pain. The implant was therefore retained in 66/70 (94%) patients, with 
